Hitherto a standard conservative approach has been to deny operation to all applicants with mild or minimal deformities, since it is claimed that they must necessarily have severe underlying psychiatric problems and therefore operation must inevitably prove disastrous. Another symptom might be substituted, the patient is likely to become dissatisfied and possibly litigious, and a florid psychosis might even be precipitated. By contrast, patients with marked deformities were thought to have few basic psychological difficulties. Any maladjustment was considered as secondary to the deformity and was expected to remit after an adequate surgical reconstruction.
Nevertheless, several research projects and a growing body of clinical experience have indicated that the psychological distinction between the marked and minimal disfigurement groups is much less than had been supposed. There are instances of patients with major deformities being quite dissatisfied after a technically near perfect correction, and conversely a mediocre surgical result being hailed by the patient with intense delight and gratitude.
Some follow-up studies' 2 suggest that many applicants with minor deformities as well as those with severe anatomical disfigurements can derive considerable psychological and social benefit from plastic surgery. Serious postoperative sequelae have proved to be much less widespread than had been feared, even among those with minimal deformity. Out of46 such patients in Edgerton's series' who had a successful anatomical alteration 45 were pleased with the result six months after the operation. Nevertheless, transient episodes of acute postoperative emotional upset were reported in more than half the patients in the series, mainly those who had been given a preoperative psychiatric diagnosis of "psychosis" or "neurosis." Hay2 found that 16 out of 17 rhinoplasty patients with varying degrees of disfigurement felt they had been helped by surgery. There were also significant improvements in measures of attitude, personality, and psychiatric symptoms at follow-up, which was between six months and two years postoperatively. In general those with minimal deformities did as well as those with more major disfigurements.
Case History
Rhinoplasty was carried out on a 30-year-old unmarried hairdresser's assistant who had considered her nose to be too large ever since primary school, where she had been subject to mild teasing. Basically she was a shy, sensitive girl, and very dependent on her mother. Her father had died when she was two years old, and a few years later her mother had married a widower with a teenage family. Subsequently a half-sister was born who was 10 years younger than the patient. Though her stepfather was a kindly, congenial man, the patient never felt she really belonged to this complex family. Her relationship with males had always been unsatisfactory and she envied her half-sister's gay social life. Recently she had been declared redundant at work and this had intensified her chronic feelings of inadequacy and isolation.
Though her nasal deformity was only mild, there were no evident psychiatric contraindications to cosmetic surgery. At follow up two and a half years after the operation she declared how pleased she was with the result and felt that it had transformed her life. There had been no immediate postoperative problems. She had felt "like a million dollars" even before the bandages had been removed and she went out to buy herself a new set of dresses to celebrate as soon as she was discharged from hospital. She now described herself as a happygo-lucky, hedonistic girl with a wide circle of male and female friends. In the intervening period she had been able to leave home and live in a flat with two other single girls and had found a more congenial though less skilled factory job.
Generally life was much more interesting and she felt she now had a better time than her half-sister. Though she was now more self- A plastic operation is not a universal panacea for personality difficulties, though in suitable cases it may promote more satisfying social interaction and help to remove some obstacles to further emotional development.
Some disfigured patients describe postoperatively a sense of exhilaration, but seem to be overwhelmed by the new social opportunities that become available. Initially their interpersonal expertise and social judgment may be unequal to the task of relating to the host of people they had formerly avoided.
Psychotic Applicants Ultrasensitivity about minimal disfigurement should not be considered as a psychotic symptom per se. In fact, the large majority of patients presenting in this way are found to have neuroses or personality disorders of the schizoid or obsessional type rather than psychoses. The preoccupation with a body part can usually be understood in terms of the patient's personality and life history and is therefore in the nature of an overvalued idea rather than a delusion.
Nevertheless, some of the candidates may indeed be suffering from psychosis, mainly schizophrenia or psychotic depression. In British studies this proportion tends to be small, amounting Certain types of presentation should alert the practitioner to the possibility of schizophrenia:
(1) The deformity is described in bizarre or extravagant terms. For instance, a female applicant may allege that her nose is growing larger every day and gives rise to an intense tingling sensation which implies to her that a change of sex is imminent. (2) The patient is quite vague about the nature of the disfigurement and correspondingly imprecise about the alteration that is required. He may declare that his "face is wrong" and he wants the surgeon to give him "an entirely new one" together with "a fresh identity." (3) Other people are unrealistically blamed for the disfigurement. It may form part of a paranoid delusional system where the body part is being distorted by external influences-for example, via the television or where for instance other doctors are conspiring to prevent operation taking place.
Symptoms suggestive of schizophrenia, not specifically related to the deformity, such as incongruous emotions, characteristic disorders of logical thought, delusions, or hallucinations may also be present. Feelings of ugliness, unworthiness, and excessive concern about parts of the body may be symptomatic of a depressive psychosis which should be considered especially in the case of middleaged applicants.
The practitioner should be on the look-out for an underlying mood of depression in these patients together with other classical symptoms of "endogenous" depression such as diurnal variation of mood, early morning waking, loss of weight, lassitude, autonomic dysfunction, agitation, or retardation and self-reproach.
Screening Procedures
Understandably, plastic surgeons only operate when they think they can effect some anatomical improvement, though they may differ considerably about the minimum alteration that is acceptable. Some applicants may thus be rejected at the outset on surgical grounds. Operation may be advised against absolutely on psychiatric grounds, or because no anatomical improvement is possible.
Psychiatric treatment may be recommended as a substitute for operation. Usually this would be in the nature of drug or electroplexy for a psychotic condition. Few applicants seem able to accept a course of psychotherapy without the promise of surgery. Most still retain the fixed idea that only a plastic operation is relevant to their situation.
The final decision about surgery may be deferred for later review, perhaps to await the outcome of a course of psychiatric treatmentfor example, electroplexy for a depressive psychosis.
Operation may be recommended but with a preparatory course of psychotherapy to help clarify the patient's ideas about the deformity and expectations about the results of surgery.
A course of postoperative psychotherapy may be offered. Social functioning may have improved, yet there may be significant residual psychological difficulties. Having had the operation, the patient may now be able to accept psychological treatment to help his readjustment and personality development.
Our present knowledge about the fascinating interface between plastic surgery and psychiatry is fragmentary and largely anecdotal. There is clearly a need for a lot more funmental research into the relationship between body image and personality as well as further carefully designed clinical studies of the psychological effects of plastic surgery. In pain as in death we were all equal. Some, in the treatment they received, were luckier than others. Good drugs, good techniques,
